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ight Ventricular
synergy as a Prognosticator
angalore et al. (1) looked at the prognostic value of right
entricular (RV) asynergy during routine stress echocardiography
n patients with known or suspected coronary artery disease and
oncluded that an abnormal RV can further stratify risk and
rognosticate the results. We have 2 concerns with the study.
) Rest- or stress-induced RV dysfunction and enlargement could
lso be from primary or secondary pulmonary hypertension apart
rom coronary artery disease. The investigators did not give any
nformation on chronic obstructive pulmonary disease prevalence
n this cohort, which could be a confounding variable and could
ave an impact on survival. 2) Regional stress-induced RV dys-
unction (McConnell sign) (2) is also seen in acute pulmonary
mbolism apart from RV infarction. Ramanath et al. (3) reported
case of pulmonary embolism that was detected in a patient with
normal resting echocardiogram but a markedly abnormal post-
readmill exercise echocardiogram revealing RV dilatation from a
ulmonary embolism. Again, Bangalore et al. (1) did not comment
n any risk factors for pulmonary embolism in these patients that
ould have an impact on survival.
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eply
e thank Drs. Punnam and Dhoble for their interest in our paper (1)
nd agree with their comments about the nonischemic causes of right
entricular (RV) asynergy, for example, primary or secondary pulmo-
ary hypertension and pulmonary embolism. However, in our series
f 2,703 patients with a mean age of 63  12 years the incidence of
rimary pulmonary hypertension and pulmonary embolism is low in
his cohort of patients referred for stress echocardiography. We do
ot, however, have the data for either pulmonary hypertension or for
ulmonary embolism. Most of the RV wall motion abnormalities
ere accompanied by left ventricular (LV) wall motion abnormalities,
hus decreasing the likelihood of a noncoronary artery disease etiology.
Because smoking is a major risk factor for chronic obstructive
ulmonary disease, we reanalyzed the data in nonsmokers. Among the
,806 nonsmokers, stress RV wall motion score index was able to
ffectively risk-stratify a normal versus abnormal subgroup (event rates
.0%/year vs. 11.7%/year; p  0.006), similar to the main results.
hen stress LV wall motion analysis was also taken into consider-
tion, RV wall motion analysis was able to further risk-stratify
Figure 1 Event-Free Survival as a Function of LV and RV
Stress Echocardiography Results in Nonsmokers
The number of patients at risk for each follow-up period is given below the
graph. Right ventricular (RV) wall motion analysis during stress further risk
stratified the results of stress echocardiography on the basis of the left ventri-
cle (LV). Patients with both an abnormal RV and LV had the worst prognosis.
Abn  abnormal.
